
The quality of systematic reviews

Review is biased

Editor—In discussing meta-analyses in the
treatment of asthma, Jadad et al state that
most reviews published in peer reviewed
journals or funded by industry have serious
methodological flaws.1 This summary is mis-
leading and could have been put more
succinctly as, “most reviews published in
peer reviewed journals have serious meth-
odological flaws,” since the industry reviews
in their paper were a (similar) subset of the
published papers.

Jadad et al are, however, right in
drawing attention to the inherent bias in
their Cochrane approved quality index.
Cochrane reviews are excellent in many
respects but grossly deficient in at least
one—namely, the reliance on software, Rev-
Man, that is incapable of satisfying an essen-
tial and elementary requirement placed by
drug regulators on sponsors, that “the
particular model chosen should reflect the
state of medical knowledge about the
variables to be analysed as well as the statis-
tical design of the trial.”2 RevMan cannot
deal appropriately with covariates nor with
multicentre, cluster randomised, minimised,
or crossover trials. It is thus a suitable tool

for single centre, randomised, parallel
group trials in which no covariates are
measured: a type of trial that is rather rare
in my experience. On the other hand, the
pharmaceutical industry has long employed
doctors and statisticians capable of dealing
with the complications of real clinical trials.
For a good illustration, see the paper by
Richardson and Bablok,3 which Jadad et al
did not include.

The biased and one sided review by
Jadad et al cannot be taken as showing the
superiority of Cochrane reviews to pharma-
ceutical industry reviews.
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High quality reporting of both
randomised trials and systematic reviews
should be priority

Editor—Senn1 [previous letter] is critical of
the conclusion of Jadad et al in their critical
evaluation that “most reviews published in
peer reviewed journals or funded by
industry have serious methodological
flaws.”2 We agree that this remark was overly
strong. Firstly, Jadad et al considered the
reporting quality as well as the quality of the
review, and we would expect (although
regret) poorer reporting in journals, where
limitations on space might prevent the pub-
lication of key information. This does not
invalidate the comparison, however, as it is
important to know how well research is
reported in medical journals. Secondly,
although the contrast between Cochrane
and journal reviews was clear, only six of the
38 reviews in journals were industry
sponsored, too few to make a safe generali-
sation.

We do not agree, however, with
Senn’s description of the article of Jadad
et al as “biased and one-sided.” Jadad et al
used a quality score to assess systematic
reviews in asthma published in medical
journals and in the Cochrane Library. This

scoring system accords well with the
recently published QUOROM Statement.3

Also, it should be of concern that the
authors of fewer than half of the 38 reviews
published in journals reported factors such
as how they searched the literature, the cri-
teria they used to determine which studies
to include in their systematic review, or the
statistical methods used to combine the
data.

Senn’s letter also discusses the Cochrane
software RevMan, a topic not addressed by
Jadad et al. Unfortunately, he gives the
impression that Cochrane reviewers are
allowed to use only RevMan in their
analysis—this is not true. Also, and crucially,
he does not recognise that nearly all
Cochrane reviews are performed using
summary statistics from published (and
sometimes unpublished) papers, whereas
reviews performed within the industry
would have access to individual patient data.
It is entirely appropriate to take covariate
information into account in the latter, but it
is usual (not just in the Cochrane Collabora-
tion) to perform meta-analysis of the former
using unadjusted data.

Lastly, there are indeed problems associ-
ated with incorporating crossover and
cluster trials into meta-analyses, but these
are largely resulting from inadequate
reporting of these types of trial. We should
seek to correct these inadequacies and insist
on high quality reporting of both ran-
domised trials4 and systematic reviews,3 and
this was the concern of Jadad et al.2
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Criticism is unjustified

Editor—In their systematic review Jadad et
al have critically evaluated systematic
reviews and meta-analyses of the treatment
of asthma and judged 40/50 papers as
having serious or extensive flaws that limit
their value to guide decisions.1

The Oxman and Guyatt scale used as a
criterion is well recognised as useful in
assessing the quality of systematic reviews
and meta-analyses where extensive selec-
tion, by the authors, of studies from the
worldwide literature is made.2 The reviews
judged by Jadad et al as most rigorous all
had extensive selection processes—for
example, the Cochrane review of Gibson et
al reviewed only 11 studies from a possible
53 selected from 156 source hits.3 In cases
such as this it is essential that authors state
clearly and in detail the methods they used
to justify their extremely small sample from
the total population. The Oxman scale is
particularly sensitive to reviews with selec-
tion bias and rightly condemns them as vari-
ously flawed.

One of the papers criticised did not
involve any selection at all.4 The paper
clearly stated that all the controlled world-
wide studies with data available and meeting
the given criteria were used. The applicabil-
ity of the Oxman scale to this particular
meta-analysis may therefore be called into
question.

Jadad has subsequently provided us with
the individual components of the assessment,
which showed that our paper had serious or
extensive flaws. This was based on us not stat-
ing our reasons for believing that all the stud-
ies used were valid. We agree that some
readers may not have understood the validity
implications of the word “controlled” and
accept that a more explicit statement was
needed. The facts are that all 14 studies
included in the analysis out of a total of 14
studies completed worldwide at the time
point stated were standard randomised drug
comparisons. They were all conducted
according to European standards of good
clinical practice and are valid according to the
criteria underlying the Oxman index.

All Cochrane reviews, including those
studies described by Jadad et al as rigorous,
contact authors of the reviewed papers
before publication to clarify matters of fact.
It is unfortunate that this omission by Jadad
et al to adopt the same procedures has
resulted in the science of our paper being
inappropriately classified as being severely
or extensively flawed on the basis of our fail-
ing to detail the validation process.
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Cochrane Collaboration should ensure
equitable participation in management
and policy

Editor—The article by Jadad et al illustrates
the success of the Cochrane Collaboration
in minimising bias.1 The collaboration
scrupulously implements the science of data
synthesis. We believe that the collaboration
should apply the same scrupulous approach
to ensure equitable participation in its man-
agement and policy. In our experience, men
dominate editorial groups, so we examined
the evidence to support or refute this initial
impression.

We analysed the composition of edito-
rial teams from the Cochrane Library, Issue 2,
1999, when there were 48 collaborative
review groups, with data available on 45.2

Each review group generally has one
coordinating editor who has overall respon-
sibility for the group, other editors who con-
tribute to policy and content, and coordina-
tors, who are full time employees organising
the day to day editorial work.

We found that one quarter of collabora-
tive review groups (11/45) had no women
editors at all. Ten out of 45 coordinating edi-
tors were women (21%), and only 61 women
were other editors (24%, 61/196). There
were no women editors from developing
countries. In contrast, the analysis showed
that most coordinators were women (78%,
37/47). Although we did not collect data,
editors are generally in secure posts,
whereas coordinators are usually funded by
short term grants, with contracts between
three months and two years.

We believe that this imbalance was not
intended by people organising review
groups but is the result of several related
factors. Cochrane contributors usually come
from academia or medicine, both of which
traditionally discriminate against women.
The collaboration depends on individuals
making considerable efforts on top of their
existing jobs over long periods of time,
which will discriminate against women, who
are the main carers of children and have less
flexibility to work outside office hours. In
addition, the collaboration depends heavily
on networking in the workplace, which is
traditionally a male practice. Our findings
raise interesting research questions about
whether the predominance of men affects
what reviews are done, what outcomes are
chosen, and how results are interpreted.

The Cochrane Collaboration steering
group has considered these findings. It is
currently canvassing the views of collabora-
tion members with respect to adding a prin-

ciple concerning equity in relation to sex
and other barriers to full participation at all
levels. We look forward to explicit methods
of how collaborative review groups will
address the current inequities.
Carole Wilson research fellow
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Work Studies, University of Liverpool, Liverpool
L69 7ZA
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Paul Garner coordinating editor, Cochrane Infectious
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Authors’ reply

Editor—This issue of the BMJ contains four
letters in response to our recent critical
evaluation of systematic reviews and meta-
analyses on the treatment of asthma.1

Senn used most of the space available
for his letter to address the limitations of
RevMan software, an issue not related to our
article. His assessment of our report as
“biased” and “one sided” was based entirely
on one sentence in the abstract and on our
decision to use the Oxman and Guyatt index
to assess the quality of the reviews. We agree
that the first sentence of the conclusion of
our abstract could be misleading if it were
taken out of context. This sentence, which
referred to the articles included in the
review, reflected our findings accurately: all
six reviews associated with industry had low
quality scores. Our decision to use the
Oxman and Guyatt index was based on the
fact that it is still the only validated tool to
appraise review articles. This index was first
published in a medical journal2 and, as
Altman et al pointed out, includes questions
that are likely to be part of any instrument to
assess the quality of review articles.3 Lack of
description of the literature search, selection
criteria, and the methods used to synthesise
the data are regarded as serious deficiencies,
in any review article, by most standards.4

Barnes et al provided reasons for the low
scores given to their article. They accept that
they should have provided a more explicit
statement on the validity of the “controlled”
trials included in their review. A mere
description of a study as a randomised con-
trolled trial does not guarantee its validity.5

They did not feel the need to describe their
literature search process because they stated
that they had included all trials available,
worldwide. This strong claim could only be
verified by following a detailed description
of the process to locate the studies. Replica-
bility should one of the essential features of
a rigorous review.

The letter by Wilson et al makes two
important, albeit unrelated, points: that
there is sex bias within the Cochrane
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Collaboration and that it may have an effect
on Cochrane reviews. We were glad to learn
that the collaboration is acting upon their
findings. Similar efforts may be required to
ensure adequate balance and equity of the
sexes in the generation of new health related
knowledge throughout the world.
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Paramedics should delay giving
aspirin to patients with stroke
Editor—The Royal College of Physicians
has produced clinical guidelines for stroke.1

These include recommendations for the
treatment of acute stroke. The first rec-
ommendation is that 300 mg aspirin should
be given as soon as possible after the onset
of stroke symptoms (if a diagnosis of haem-
orrhage is considered unlikely). This rec-
ommendation is graded A, indicating that
the evidence is strong. Because of this the
Oxfordshire ambulance service considered
having paramedics treat patients with
aspirin but consulted widely with clinicians
to gain their support.

We found that the recommendation in
the guidelines might not be applicable before
patients reach hospital. Aspirin has been
shown to reduce the risk of early recurrent
ischaemic stroke when given within 48 hours
of acute stroke.2 3 However, any benefit in
reducing the severity of the acute stroke
seems to be small, and there is no evidence
that overall benefit would be reduced by
delaying the administration of aspirin by an
hour or so.2 3 Paramedics have been trained to
administer aspirin safely in acute myocardial

infarction,4 but in cases of acute stroke there
are potential dangers in using aspirin before
the patient reaches hospital.

Firstly, the number of cases was small
and the confidence intervals were wide in
two studies that found that there was no evi-
dence of harm in patients with acute stroke
who had been randomly allocated to receive
aspirin before having computed tomogra-
phy of the brain and who were subsequently
found to have had an intracerebral haemor-
rhage.2 3 Thus, since it is difficult to exclude
intracerebral haemorrhage on clinical
grounds there remains a potential risk of
harm occurring with the inadvertent admin-
istration of aspirin to patients with intra-
cerebral haemorrhage.

Secondly, the ability to swallow safely is
commonly impaired in the acute phase of
stroke. Given the potential difficulties of train-
ing paramedics to assess swallowing, aspirin
would have to be administered rectally in
order to avoid the risk of aspiration.

We therefore decided that if there is no
evidence that a short delay in administering
aspirin reduces its efficacy in acute stroke
and since there is some potential for harm,
the indignity of rectal administration by
paramedics could not be justified. We
wonder what other ambulance services are
doing and whether future recommendations
should take into account the prehospital
phase of treatment.
Michael Ward medical director Oxfordshire
Ambulance NHS Trust, Ambulance Headquarters,
Oxford OX3 7LH
michael.ward@anaesthetics.oxford.ac.uk
Peter M Rothwell MRC senior clinical fellow
Department of Clinical Neurology, Radcliffe
Infirmary, Oxford OX2 6HE
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Acute ischaemic stroke
Thrombolysis for acute ischaemic stroke
works

Editor—We disagree with the thrust of
Gubitz and Sandercock’s interpretation of the
evidence for treatment of acute ischaemic
stroke.1 The meta-analysis that they quote
includes three different thrombolytic agents,
different time windows, and different doses.2

There may be no statistical evidence of hetero-
geneity of treatment effect, but there are clini-
cal grounds to believe that these factors make
for critically important differences.

In the same meta-analysis the more
homogeneous data drawn from the three
trials that treated patients with intravenous
alteplase within three hours of onset are also
reported. A major treatment effect is
observed, with an odds ratio of 0.55 (95%

confidence interval 0.42 to 0.72) in favour of
treatment. These patients include those who
had early intracerebral haemorrhage. In this
0-3 hour group there is no increased
mortality.

The same analysis for the streptokinase
trials shows no benefit but is impaired by the
small numbers of patients treated within
three hours of the onset of symptoms. A
similar 3-6 hour analysis for patients treated
with alteplase is not available, but the pooled
streptokinase and alteplase 3-6 hour results
show no benefit, with an odds ratio of 0.93
(0.78 to 1.10) in favour of treatment. This
result is in keeping with that seen in the
alteplase thrombolysis for acute noninter-
ventional therapy in ischemic stroke
(ATLANTIS) trial.3 Ultimately, it seems likely
that the treatment effect in the 3-6 hour time
window with alteplase is of lesser magnitude
than that seen in the 0-3 hour time window.

Postmarketing experience in North
America and Germany, largely from centres
that developed experience with thrombolysis
in acute ischaemic stroke during clinical trials,
has been remarkably positive. Rates of symp-
tomatic haemorrhage and 90 day outcomes
have been in line with the published data
from the National Institute of Neurological
Disorders and Stroke r-TPA stroke (NINDS)
study.4 5 These results add tremendous weight
to the argument that the meta-analysis is
biased because of the heterogeneity of trials
included. We agree that the treatment needs
refining, but intravenous alteplase is undoubt-
edly efficacious when given within three
hours of the onset of stroke using this study’s
criteria. Stating “we found little evidence on
balance between benefits and harms from
thrombolysis in acute ischaemic stroke” does
little to further the development of the treat-
ment of acute stroke and may stifle emerging
enthusiasm for thrombolysis within three
hours of the onset of stroke in Britain.
Further trials to define the benefit or harm of
thrombolysis after three hours will be
welcome.
Michael D Hill clinical stroke fellow
michael.hill@crha-health.ab.ca
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Large trial of effect of reducing blood
pressure in acute stroke is being set up

Editor—Gubitz and Sandercock review the
question of reducing blood pressure in acute
stroke, quoting a collaboration and system-
atic review that we manage.1 2 In addition to
pointing out that this question has yet to be
tested in a large scale randomised controlled
trial, they suggest that lowering blood
pressure may be harmful, largely as a result
of trials using calcium channel blockers
(especially intravenous nimodipine) or â
adrenoceptor antagonists. It is inappropri-
ate, however, to extrapolate the results from
these trials to all antihypertensive agents
and suggest that any form of blood pressure
lowering may be detrimental.

Firstly, calcium channel blockers and â
adrenoceptor antagonists may be harmful
for class specific reasons—for example, they
are both negatively inotropic—while calcium
channel blockers may cause arrhythmias
and cerebral steal, both of which can reduce
cerebral blood flow.

Secondly, trials in acute stroke often use
drugs at doses that, while safe in younger, fit,
often male adults, may be excessive in sick,
frail, older, often female patients with stroke;
this criticism can certainly be levelled at
some studies of calcium channel blockers.
Importantly, it is possible to give antihyper-
tensive agents—for example, angiotensin
converting enzyme inhibitors or nitric oxide
donors—at doses that cause relatively small
reductions in blood pressure ( < 15%)
without reducing cerebral perfusion.3 4

Lastly, trials of agents in acute stroke that
raised blood pressure (and may, therefore,
have increased cerebral blood flow in the
absence of cerebral autoregulation) have
also been unsuccessful—for example, apti-
ganel and diaspirin cross linked haemo-
globin.

In the absence of definitive trial data, we
are planning a large multicentre ran-
domised controlled trial (the efficacy of
nitric oxide in stroke trial) to test the
question of whether it is safe and efficacious
to lower blood pressure with transdermal
glyceryl trinitrate during the acute phase
of stroke; further information is given
at www.nottingham.ac.uk/stroke-medicine/
enossummary.htm.
Philip Bath professor
philip.bath@nottingham.ac.uk

Fiona Bath scientist
Parveen Rashid clinical research fellow
Chris Weaver research nurse
Division of Stroke Medicine, University of
Nottingham, City Hospital Campus, Nottingham
NG5 1PB
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Patients in rheumatology
clinics need reassurance
Editor—As rheumatologists, we were
delighted to see your issue devoted to
chronic disease. Donovan and Blake are to
be congratulated on tackling the important
issue of reassurance in chronic disease man-
agement.1 The reassurance seemed, how-
ever, directed to the doctors’ expectations of
the patients’ concerns rather than the
patients’ actual fears. Neither the prelimi-
nary interview nor the consultation seemed
to define what patients actually worried
about.

Fear is a powerful emotion experienced
by many people with musculoskeletal disor-
ders. The disabling effects of fear caused to
patients by back pain have been clearly
identified2 and may have important conse-
quences for their behaviour.3 A specific
questionnaire has therefore been con-
structed to elucidate the context of patients’
fears.4

Patients’ fears can often be ascertained
by asking the simple question, “what is it that
worries you most about your condition?” In
a rheumatological clinic for back pain, 86
consecutive new patients were asked what
worried them about their back pain. Only 13
(15%) denied specific fears; 55 (64%) admit-
ted to fears about possible future disability
(loss of independence or work or both, or
being confined to a wheelchair); 18 (19%)
were worried about the cause of their pain
(cancer, arthritis, degeneration); and 2 (2%)
had other concerns (for example, clicking in
the back).5 It is not surprising that patients
with peripheral joint symptoms are also
concerned about potential disability.1

The importance of Donovan and Blake’s
work lies in two areas, both requiring
attention in rheumatology training pro-
grammes. Firstly, rheumatologists should be
able to appreciate patients’ fears irrespective
of their own preconceptions. Secondly, they
would be in a better position to allay fears
about future disability if they received better
training in disability management. The
current specialist training in rheumatology
seems deficient in both these areas.

It is illogical to try to offer reassurance in
the absence of defining the specific fear(s)
worrying the patient, which is often elicited
only by direct questioning. Rheumatology
training programmes should specifically
address both these issues.
Eleanor Grogan senior house officer
Andrew Frank consultant physician in rehabilitation
medicine
Andrew Keat consultant rheumatologist
andrew@franka.demon.co.uk
Northwick Park Hospital, Harrow, Middlesex
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Clinical academic medicine

Academics should be rewarded
appropriately

Editor—The Academy of Medical Sciences
and the Royal College of Physicians are to
be congratulated for tackling the problem of
recruitment and retention of clinicians in
academic medicine and proposing potential
solutions, as outlined by Savill.1 Although a
clearly defined and secure career structure
for talented potential academics should help
to reverse the trend away from a research
based clinical career, the potential negative
effect of a substantially longer period in a
training post should not be underestimated.
Medicine is a hierarchical discipline in
which status and income are related to per-
ceived seniority. If academics are truly
valued in British medicine then it is
important that this is shown in more than
just words.

The academy (www.acmedsci.ac.uk) and
the royal college2 both propose a defined
second phase of training for those few
talented individuals who have received com-
petitive intermediate research training
awards. Clinician scientists selected by this
rigorous peer review process will therefore
be of the highest calibre, and this should be
reflected in their pay and status. This means
that they must, at the very least, maintain
parity with their NHS peers. They should
enter the consultant pay scale after a period
of training equivalent to the minimum that
their NHS peers would have to complete to
receive a certificate of completion of special-
ist training in their specialty. That this could
be achieved through the “clinical senior lec-
turers without consultant contract” route is
encouraging. The cost of such a scheme
would be modest compared with its poten-
tial benefits. At the same time, an appropri-
ately distinguished title should be conferred.
This should be recognisable by patients and
peers alike as a mark of both quality and
seniority—for example, senior research
physician/surgeon/practitioner. The title
clinician scientist falls somewhat short of the
mark.

Finally, but importantly, specialist advi-
sory committees should take the oppor-
tunity to re-evaluate their training pro-
grammes in the light of the royal college and
the academy’s reports to determine whether
modifications can or should be made to
facilitate recruitment of high calibre aca-
demics into their discipline (this is more
appropriate for some than for others).
Failure to do so will inevitably lead to a loss
of professional research leadership, which
has already occurred in some disciplines,
and ultimately to marginalisation of that dis-
cipline in British and world medicine. The
specialist advisory committees should look
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to their specialist societies to support them
in this endeavour.
Peter L Weissberg BHF professor of cardiovascular
medicine
University of Cambridge, Cambridge CB2 2QQ
plw@mole.bio.cam.ac.uk

1 Savill J. More in expectation than in hope: a new attitude to
training in clinical academic medicine. BMJ 2000;
320:630-3. (4 March.)

2 Arthur MJP, Alberti KGMM. Training in academic
medicine: a way forward for the new millennium. J R Coll
Physicians Lond 1999;33:359-64.

Research dominates thinking on medical
schools’ funding

Editor—Many medical schools will have
recently been assessed for our teaching pro-
grammes (the QAA) and are preparing for
the assessment of research quality (the RAE)
in 2001. For the teaching assessment we will
have painted a picture of a school devoted to
medical education in all its manifestations
and a faculty committed to innovation and
excellence in teaching. Next year we will do
our best to ensure that everyone with an
academic contract with the medical school is
made to look as useful as possible for the
assessment of research quality.

This schizophrenic approach to aca-
demic medicine is unacceptable, and it is not
tackled in three excellent articles by Savill,
Catto, and Tomlinson.1–3 Indeed, there is
often an elision in these papers between
academe and research, despite assertions
about the importance of teaching.

More than two thirds of a medical
school’s income is related to the school’s
teaching function; a large amount of the
service increment for teaching resource is
also paid to the associated university
hospital trusts. The resource paid in respect
of research quality accounts for about one
third of a school’s core income, and the cor-
responding research and development
funding from the NHS paid to the trust is
likely to be less than the amount of the serv-
ice increment for teaching. Despite this, the
assessment of research quality dominates
thinking on funding because the teaching
assessment has no funding teeth. Falling rat-
ings on the assessment of research quality
can have substantial impacts on medical
schools; two schools lost about £2m each
after the 1996 assessment. A poor score on
the teaching assessment has no direct finan-
cial consequences. Research performance is
the pre-eminent factor driving progression
up the clinical academic ladder, with
teaching excellence a long way behind. This
is, presumably, not what is meant by
teaching being research led. Paradoxically,
the public is increasingly concerned that we
produce excellent doctors, and is much less
persuaded about the value of medical
research.4

Possible solutions include a teaching
funding formula that is sensitive to quality as
well as volume, emphasis on the assessment
of research impact rather than research
income and publications, better coordina-
tion and less duplication of research effort,
and more frequent, intra-institutional self
assessment of both research and teaching, as

suggested by Tomlinson and which would
lead to less seismic potential shifts in
funding. With greater transparency at the
interface between university and NHS we
believe it is possible to create conditions in
which academic medicine—teaching as well
as research—would indeed flourish.
Roger Jones Wolfson professor of general practice
patricia.taylor@kcl.ac.uk

John Moxham professor of medicine
Department of General Practice and Primary Care,
Guy’s, King’s and St Thomas’ School of Medicine,
London SE11 5SP

1 Savill J. More in expectation than in hope: a new attitude to
training in clinical academic medicine. BMJ 2000;
320;630-3. (4 March.)

2 Catto G. Interface between university and medical school:
the way ahead? BMJ 2000;320;633-6. (4 March.)

3 Tomlinson S. The research assessment exercise and medi-
cal research. BMJ 2000;320;636-9. (4 March.)

4 Goldbeck-Wood S. Reviving academic medicine in Britain.
BMJ 2000;320;591-2. (4 March.)

Surgical trainees face particular
problems

Editor—Many of the problems identified by
Savill and Catto on reviving clinical aca-
demic medicine are accepted, but solutions
are more difficult.1 2 However, the sugges-
tions for improving academic training with a
new career structure are more relevant to
the “medical” specialties and do not
adequately recognise the additional difficul-
ties in the academic “craft industries”—for
example, surgery in general and general
surgery in particular. In addition to the well
known generic problems related to aca-
demic medicine, such as lack of flexibility,
insecurity, financial disincentives, and length
of training, there are specific additional
problems for surgical trainees:
x The required acquisition of technical
skills—“deskilling” can occur when periods
longer than two years are taken out of serv-
ice. This can be exacerbated if the period of
clinical training before the time out as a cli-
nician scientist is relatively short. In addition,
specialisation means that individuals may
well be unable to maintain general emer-
gency skills if academic skills as a clinician
scientist can be acquired only through
excess absence from clinical rotas. This will
result in a considerable extension of the
training period for academic surgeons.
x Surgical trainees are put off by unrealistic
expectations required by academic interview
committees—for example, the need for peer
review grants and high quality peer review
publications in high impact journals at an
early stage in their career.
x As a result of changes in manpower, the
number of trainees applying for consultant
posts in the specialties of general surgery
has reduced, and therefore the “market
force” effect is such that fewer individuals
apply for onerous and time consuming aca-
demic posts.

If recruitment to academic surgery is to
be encouraged then a realistic expectation
of success is essential, and remuneration
consistent with the extra training and
responsibility of academic surgeons is a
necessity. Medical schools should emphasise
clinical and teaching abilities in addition to

research potential. Promotion in medical
schools should be based on factors other
than pure research, especially for clinical
academic surgeons.

The importance of clinical and technical
skill is as great for academic surgeons as for
NHS surgeons, but the additional activity
required for academic surgeons should be
recognised for what it is—additional
training—and appropriate rewards should
be made available. It is important that young
surgeons who wish to enter a career in aca-
demic surgery should no longer be discour-
aged by poor prospects and financial
disincentives.
I Taylor professor of surgery
Department of Surgery, Royal Free and University
College Medical School, London W1P 7LD

1 Savill J. More in expectation than in hope: a new attitude to
training in clinical academic medicine. BMJ 2000;
320:630-3. (4 March.)

2 Catto GRD. Interface between university and medical
school: the way ahead? BMJ 2000;320:633-6. (4 March.)

There are problems for general practice

Editor—None of the excellent papers on
academic medicine in the 4 March issue
refers directly to academic general
practice.1–3 We agree that clinical academics
are essential to the development of health
care and believe that academic general prac-
tice is vital for primary health care in the
National Health Service of the 21st century.
The Mant and Clarke reports (http://
www.doh.gov.uk/ research/documents/rdpc
report.pdf) emphasise the importance of
primary care research, and the MRC Topic
Review has resulted in a second round of
substantial funding from the Medical
Research Council and Department of
Health for primary care research initia-
tives.4 5 High quality research in primary
care is a prerequisite for clinical effectiveness
and clinical governance in an evidence
based service.

We particularly welcome Savill’s
“research access” proposal—similar in con-
cept to the successful London academic
trainee scheme and to the higher profes-
sional training fellowship scheme developed
in Scotland: but if the proposed two-phase
academic career structure is to be made
applicable to academic general practice,
some modification will be required in struc-
ture and funding. The forthcoming report
from the Academy of Medical Sciences on
clinical academic careers considers the posi-
tion of general practice in rather more
detail. Savill’s article concentrates on clinical
academic medicine, but it is important to
recognise the increasing multidisciplinarity
of research, and the Association of Univer-
sity Departments of General Practice is pre-
paring a report on careers in academic
primary care, in which career structures for
non-clinical scientists are also considered.

Catto’s thought provoking paper may
have left readers with the impression that
the issue of distinction awards for clinical
academic staff has been settled. This is not
the case for general practice, and it remains
a major disincentive to talented young
primary care physicians considering a long
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term academic career. There is also an
implication that teaching in the community
and general practice is, somehow, taking
place separately from the medical school,
whereas the academic departments work
intensely to integrate and support their
NHS general practitioner teachers—within
practices and primary care groups.

In Tomlinson’s searching analysis of the
research assessment exercise, there are
important comments about the higher
ratings given to molecular science than to
clinical and health services research, the
need to focus research portfolios in institu-
tions, and the relative lack of participation
by the NHS in the 1996 research assessment
exercise. These are important points with
major implications for the bibliometric indi-
ces of the core journals of academic general
practice—a young discipline yet one in
which the quality of much research stands
international comparison.
Roger Jones chairman
patricia.taylor@kcl.ac.uk

Sean Hilton chairman
Association of University Departments of General
Practice, London SE11 6SP

1 Savill J. More in expectation than in hope: a new attitude to
training in clinical academic medicine. BMJ 2000;
320;630-3. (4 March.)

2 Catto G. Interface between university and medical school:
the way ahead? BMJ 2000;320;633-6. (4 March.)

3 Tomlinson S. The research assessment exercise and medi-
cal research. BMJ 2000;320;636-9. (4 March.)

4 NHS Executive. R&D in primary care: National Working
Group report. London: Department of Health, 1997.

5 Medical Research Council. Primary health care: MRC topic
review. London: Medical Research Council, 1997.

Quick fixes for research
assessment exercise will not
work
Editor—Tomlinson challenges those who
seek to abandon the research assessment
exercise to propose a credible alternative for
the accountable allocation of public money.1

Goldbeck-Wood quotes a patients’ spokes-
man, Clive Wilkinson, as saying, “The public
understands that research is essential; but it
needs to be on their terms—not on the basis
of what is comfortable to academics.”2

The research assessment exercise’s crite-
ria are those by which scientists customarily
judge their peers; as Tomlinson observes,
they take little account of the impact of
medical research on the quality of practice.
The alternative to the exercise is to place
health related research and development at
the heart of NHS change management.

Applied medical research is not “sci-
ence.”3 Its “change promoting paradigm” is
directed toward the needs of resource man-
agers (including clinicians). Thus research
and development should be commissioned
to meet the particular needs of managers
and aid real life decision taking.

Programmes of research and develop-
ment encompassing clinical, economic,
humanistic, and implementation issues are
needed rather than the current plethora of
inconsequential studies. Medical schools
should receive their infrastructure funding

within these programmes (implying transfer
of some Higher Education Funding Council
money to the NHS). Many programmes will
be rolling ones, and continuation of funding
should be conditional on researchers having
engaged in the concerns of the commission-
ers.

Once confidence in commissioning has
been achieved it will be time to do likewise
with the applied research component of
Medical Research Council money; direct
transfer to the NHS seems best. Finally, the
research charities will perceive the strength
of commissioning and realise the benefits
(for example, the more ready implementa-
tion of affordable advances) of collaborating
with NHS resource managers.

Accomplishing this may not be easy. But
I challenge people to tell me not that it “can-
not” be done but why it “should not” be
done.
Selwyn St Leger consultant in public health medicine
University of Manchester, School of Epidemiology
and Health Sciences, Manchester M13 9PT
Selwyn.St.Leger@man.ac.uk

1 Tomlinson S. The research assessment exercise and medi-
cal research. BMJ 2000;320:636-9. (4 March.)

2 Goldbeck-Wood S. Reviving academic medicine in Britain.
BMJ 2000;320:591-2. (4 March.)

3 St Leger AS, Walsworth-Bell JP. Change-promoting research
for health services. Buckingham: Open University Press,
1999.

Feedback is necessary in
strategies to reduce hospital
acquired infection
Editor—The National Audit Office’s report
about hospital acquired infection in Eng-
land emphasises the role of improved
surveillance and involvement of clinicians in
control of hospital acquired infection.1 2 The
executive summary states that surveillance
and feedback to clinicians are central to
reducing infection rates and recommends

that senior clinicians are encouraged to
accept greater ownership for control of hos-
pital acquired infection. This relates strongly
to risk management and clinical govern-
ance, and the audit office calls for develop-
ment of the evidence base and dissemina-
tion of information on best practice.

We report here our experience of
feedback and the involvement of clinicians
in reducing the incidence of Clostridium dif-
ficile associated diarrhoea, a common form
of hospital acquired infection related to
overuse of cephalosporins. In July 1995,
because of high endemic levels of C difficile
associated diarrhoea in our acute elderly
care unit, we introduced an enhanced infec-
tion control policy: we restricted use of
cephalosporins and gave feedback on rates
of C difficile associated diarrhoea and use of
antibiotics.

This succeeded,3 and the policy contin-
ued for nearly two years. Rates of C difficile
associated diarrhoea fell from 3.83 to 0.91
cases per 100 admissions, and use of cepha-
losporins fell from 20 to 6 notional seven
day courses per 100 admissions (figure).

Feedback was then relaxed because of
the absence of the lead clinician, creating
what was virtually a multiple crossover study
of its effect. Rates of C difficile associated
diarrhoea and use of cephalosporins both
rose until the end of 1998, when clinicians
became aware of the rising levels of the diar-
rhoea (2.66 per 100 admissions) and started
to re-enforce the antibiotic policy. The
incidence of new cases of methicillin
resistant Staphylococcus aureus had also been
fed back to clinicians and, when feedback
was relaxed, rose from 2.93 to 4.01 per 100
admissions.

These data, collected for 7423 consecu-
tive admissions over four years, show the
value of feedback in reducing both C difficile
associated diarrhoea and use of antibiotics;
they support the National Audit Office’s rec-
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ommendations regarding surveillance and
the involvement of clinicians in the control
of hospital acquired infection.

This multiple crossover study is the only
one to examine and show the effectiveness
of feedback in reducing C difficile associated
diarrhoea. Feedback reduces both post-
surgical infection4 and infection with methi-
cillin resistant S aureus,5 but we believe that
success is more likely if initiatives are led by
key clinicians. Ownership of strategies tends
to result in more care in their use.
Sheldon Stone senior lecturer
Academic Department of Geriatric Medicine, Royal
Free and University College Medical School,
London NW3 2PF
s.stone@rfc.ucl.ac.uk

Christopher Kibbler consultant, department of
medical microbiology
Anne How infection control nurse, department of
medical microbiology
Anita Balestrini principal pharmacist, department of
pharmacy
Royal Free NHS Trust (Hampstead), London
NW3 2QG

1 Kmietowicz Z. Hospital infection rates in England out of
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tal acquired infection in acute NHS trusts in England. London:
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3 Stone SP, Beric V, Quick A, Balestrini AA, Kibbler CC. The
effect of an enhanced infection control policy on the inci-
dence of Clostridium difficile infection and methicillin-
resistant Staphylococcus aureus colonisation in acute
elderly medical patients. Age Ageing 1998;27:561-8.

4 Haley RW, Culver DH, White JW, Morgan WM, Emori TG,
Munn VP, et al. The efficacy of infection surveillance and
control programmes in preventing nosocomial infections
in YS hospitals. Am J Epidemiol 1985;121:182-205.

5 Nettleman MD, Trilla A, Frederickson M, Pfaller M. Assign-
ing responsibility: using feedback to achieve sustained
control of methicillin-resistant Staphylococcus aureus. Am
J Med 1991;91(3B):228-32S.

Police surgeons are important
part of criminal justice system
Editor—Clinical forensic medicine is one of
the most dynamic and rapidly advancing
specialties, but the article in Career Focus
missed an opportunity to show just how the
work of a police surgeon has changed in
recent years.1

In contrast to the views expressed, the
assessment of drink-drivers is now a minor
component of the work. Much more of the
doctor’s time is spent assessing substance
misusers, mentally ill people, injured prison-
ers, and people with pre-existing morbidity to
determine their fitness for detention; their fit-
ness to be released, charged, or transferred;
their fitness to be interviewed by the police;
and whether an appropriate adult is
required.2 The examination of both adults
and children who complain of serious sexual
assaults is also an essential part of the role.

Although most police surgeons are gen-
eral practitioners who work as police
surgeons part time, increasing numbers
work as specialists in clinical forensic
medicine. Pal is mistaken with respect to the
contractual arrangements in the Metropoli-
tan Police area, where the doctors are still
self employed. Regardless of the back-
ground of the doctor, the importance of
independence and impartiality cannot be
underestimated.

All consultations by police surgeons
have a potential forensic element, so all
police surgeons need to be properly trained
and forensically aware. Excellent basic train-
ing courses have been run for several years
in London and Durham; more advanced
courses by the Forensic Academic Group in
the North in Manchester and the DMJ Study
Club in London prepare doctors to sit the
diploma in medical jurisprudence.

The Association of Police Surgeons and,
in particular, its education and research
subcommittee have been at the forefront in
developing educational and training materi-
als for use by doctors, such as the practical
induction programme for newly appointed
police surgeons3 and the police custody
officer training package.4 The association also
holds two conferences each year, which
provide forums for doctors to meet and learn.
The Journal of Clinical Forensic Medicine, which
publishes original work as well as definitive
reviews on the clinical aspects of forensic
medical work, has also been an exciting
development in recent years.

The art of clinical forensic medicine is
based on knowledge and experience. It is
essential that, within the ethos of best value,
we do not lose sight of the importance of
having appropriately trained and supported
doctors in the criminal justice system.
Margaret M Stark chair, education and research
subcommittee, Association of Police Surgeons
Association of Police Surgeons, 18A Mount Parade,
Harrogate, North Yorkshire HG1 1BX
stark@cheam.demon.co.uk

1 Pal R. Police surgeon [career focus]. BMJ 2000;320(classi-
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4 Wall I, Stark MM. Custody officer training outline. Harrogate:
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Infant feeding and HIV study
does not support Minerva’s
view
Editor—Minerva’s report of the study by
Nduati et al into HIV and infant feeding
quotes figures for babies alive and free of
infection with HIV-1 at two years.1 One
striking finding was the lack of overall differ-
ence in infant mortality between the two
trial arms despite a higher level of HIV
transmission in the breast fed arm, implying
a trade off between mortality related to HIV
and artificial feeding.

A review of the risks of not breast
feeding found that infants not breast fed
have a sixfold greater risk of dying from
infectious diseases in the first two months of
life than those breast fed, and that higher
levels of protection are seen among less
educated women.2

Nduati et al defined compliance with the
breast feeding arm as meaning any breast
feeding. In Nairobi customary practice is for
breast fed babies to receive supplemental

water, etc. In South Africa, Coutsoudis et al
found that infants exclusively fed exclusively
formula and those exclusively breast fed had
similar rates of early HIV transmission.3

Infants who received breast milk and water,
teas, and semisolid foods had the highest
rates of transmission, similar to those found
in Nairobi.

Only 70% of women in Nduati at al’s
formula feeding arm complied with the pro-
tocol of giving only formula and no breast
milk. This implies that interventions to get
women to avoid breast feeding in such a cul-
tural setting might increase levels of mixed
feeding.

Nduati et al assume that HIV secreted in
breast milk can infect the infant and that rates
of infection above the exclusively formula fed
rate are solely a result of virus in breast milk.
Coutsoudis et al point out, however, that
ingestion of contaminated water, fluids, and
food may lead to gut mucosal injury and dis-
ruption of immune barriers, and that HIV-1 is
less likely to penetrate intact and healthy
gastrointestinal mucosa than damaged
mucosa. They also suggest that virus acquired
during delivery could have been neutralised
by immune factors present in breast milk but
not in formula feeds.

Minerva concludes that only complete
avoidance of breast feeding will reduce the
risk of HIV transfer to babies. Until research
is carried out observing the effects of exclu-
sive breastfeeding from birth, there are no
adequate data to support this conclusion.
Exclusive breast feeding is the biological
norm.4 We are disturbed that so few studies
pay adequate attention to it and are
surprised at the way Nduati et al, de Cock et
al,5 and the BMJ have ignored it.
Magda Sachs breastfeeding supporter
sachsdavis@clara.net

Phyll Buchanan breastfeeding supporter
Mary Broadfoot breastfeeding supporter
Breastfeeding Network, Paisley, PA2 8YB

Ted Greiner research adviser, nutrition
International Maternal and Child Health Unit,
Uppsala University, Uppsala, SE-75185, Sweden
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